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FOREWORD 


Two ever-growing concerns of the Christian 
Medical Commission are touched upon in the 
health work of the GMIM church in the Minah- 
asa in Indonesia: how local churches can 
become healing congregations; and how hos- 
pitals can best be part of community-based 
health programmes. We are delighted to be 
able to present the responses to these con- 
cerns which have worked for people in this 
part of Indonesia. 


In some ways the situation in Indonesia is 
unique, yet many of the problems faced in set- 
ting up community-based programmes for 
health are universal. We hope that some of the 
answers to challenges faced by the people of 
the Minahasa will be useful to our readers in 
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PRACTICING WHOLISTIC HEALING 


Church-Hospital Interaction in the Minahasa, Indonesia 
By Dr. Bert A. Supit 


Introduction 


Christian health service in the Minahasa is as 
old as missionary activity there. From 1831 
onwards missionaries working in this rela- 
tively small area at the northern tip of the 
island of Sulawesi (former Celebes), in what is 
now Indonesia, began to give simple curative 
services, using their homes as bases. 


Beginning in the 20th century, changing views 
on health care emerging in the missionaries’ 
home countries led to changed patterns of 
care in the Minahasa. Curative church-related 
health institutions — policlinics, maternities 
and small hospitals — staffed by trained health 
personnel like doctors, midwives and nurses 
took over the roles the missionaries had 
played formerly. Thus, the missionaries were 
freed for what was seen as their main calling, 
the preaching and teaching of the Gospel. The 
Church’s healing task was gradually surren- 
dered to professionals. 


In 1934, GMIM, the Gereja Masehi Injili Minah- 
asa (the Minahasan Evangelical Christian 
Church), was founded as one of Indonesia’s 
first self-governing, self-supporting and self- 
propagating churches. The new church inher- 
ited the health services rendered through cura- 
tive institutions as sketched above as part of its 
evangelical task. 


World War Il and the years of turmoil thereafter 
had as a direct effect the church's loss of all its 
health institutions. The church leadership, 
headed by Reverend A.Z.R. Wenas, believed 
that the healing task of the church is an integ- 
ral part of its propagating calling, and this led 
to a drive to restore health service by the 
church in the traditional pattern which was 
basically the same as before World War Il. So, 
in 1950, the Bethesda GMIM Tomohon Hospi- 
tal opened its doors. This institution has come 
to play a central role in total health efforts by 
the GMIM church. 


However, the civil war, known as the Permesta, 
which struck the Minahasa at the end of the 


1950s brought a total disruption of all normal 
patterns of life. Church health service at that 
time had to work under extremely difficult cir- 
cumstances. The charismatic leadership of 
Rev. Wenas during these years served as an 
example for the new generation of church 
leaders who had to show the way in restora- 
tion of the war-ravaged Minahasa. During the 
next few years various health units which had 
been taken over by the government were 
returned to the church, and several new units 
were started: maternities, mother-and-child 
health clinics, policlinics and family planning 
clinics — mainly as a result of initiatives and 
activities of the women’s committees of sev- 
eral congregations. 


Thus far, church health service in the Minahasa 
still followed what can be called traditional 
patterns. This same configuration is seen in 
many other parts of the world where young 
local churches took over responsibility for 
inherited church medical/health work. How- 
ever, the early 1970s brought about important 
changes in the basic thinking about church 
health work in the Minahasa, and this resulted 
in basic changes in the actual church program- 
mes. These changes resulted from local trends 
and developments, such as the increasing 
demand from the community for services for 
which the curatively oriented church health 
institutions were not equipped or prepared to 
meet. These local changes were matched by 
global trends and developments, especially 
the concepts brought forward by the Tubingen 
conferences on health and healing in the 
1960s. Bethesda GMIM Tomohon Hospital 
staff took the lead in facing these new chal- 
lenges. 


The challenges faced can be described as how 
to integrate three core elements believed to be 
necessarily present in every church/Christian 
health involvement: the Church as a healing 
community; the medical institutions and their 
roles; and primary health care and its place. 
The present structure of the GMIM church 
involvement in health services in the Minah- 
asa reflects the way these challenges are being 
met in an ever-changing environment. 


! 


THE PRESENT GMIM HEALTH SERVICE 


The Minahasa regency, with the provincial 
capital of Manado and Bitung municipality, 
covers an area of just less than 5,000 square 
kilometers which is quite densely populated 
by around 1.1 million people (four times the 
average figure of population density of the 
island of Sulawesi). Coconuts and cloves con- 
tribute to its economy, which is believed to 
rank fairly high within Indonesian compari- 
sons. A broad majority — some 85% — of the 
inhabitants are Christian; about 70% of the 
population belongs to the GMIM church. 


Illiteracy is very low, well under 10%, which is 
good by overall Indonesian standards. The 
high literacy rate is due to the broad schooling 
programmes started by the missionary boards 
in this area and also long-standing govern- 
ment efforts. Communication is relatively 
well-developed, too, although a _ certain 
number of villages in the coastal areas and on 
the smaller islands off the Minahasa coasts 
are still rather isolated. 


This is the environment where the work of the 
GMIM Church and its health centre takes 
place. The Government also works in the same 
region through its hospitals and community 
health centres (Puskesmas); these latter are 
scattered all over the area, as their base is the 
district level. The Catholic Church is the third 
main factor present in health care delivery in 
the Minahasa, mainly through the curative ser- 
vices of its five hospitals. 


The Christian Basis 


The GMIM Church has taken as its basis for 
being involved in health work the Biblical 
scriptures about the healing ministry. God 
Almighty is the Alpha and Omega of a healing 
ministry, we learn from Exodus 15:26. The 
New Testament, however, also shows how the 
ministry of healing becomes, in ever-widening 
circles, part of the ministry of Jesus Christ, his 
disciples, apostles, elders and deacons, 
charismatics. In Mark 16:17-18, all Christians 
are called to the ministry of healing. 


We have found that the definition of health as 
given by the Christian Medical Commission of 
the World Council of Churches has helped us 
in understanding this ministry of healing, 
which for some time we have thought of as — 
wholistic healing. The CMC says: 


“Health is a dynamic state of well-being of @ 


the individual and society; of physical, 
mental, social and spiritual well-being; of 
being in harmony with each other, with the 
environment and with God.” 


Based on this understanding of “wholistic 
healing” we are stressing three things: 
a. The involvement of all church members 
and congregations, for which theological 
and Biblical motivation is used; 
b. Medical-social and medical-pastoral ser- 
vices which have been added to the tradi- 
tional medical and nursing services to pro- 
vide a more wholistic approach; 
c. Preventive, promotive and rehabilitative 
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services which are set up next to conven- 
tional curative services and which are 
becoming more and more important. 


This philosophy of health and healing leads to 
a kind of programme which relates directly to 
people where they are — the kind of pro- 
gramme which is known in many parts of the 
world as primary health care. 


As we are in Indonesia, this kind of health work 
is done in the context of the Pancasila philoso- 
phy of the state. Its five principles are the belief 
in one supreme God; a just and civilized 
humanity; the unity of Indonesia; a democ- 
racy wisely led by deliberations among repre- 
sentatives; and social justice for the whole 
people of Indonesia. For the health sector this 
state philosophy has been translated into the 
National Health System, which directs all 


2) health efforts, both government and non-gov- 


ernmental. 


The Role of Hospitals 


In its operational strategy the GMIM Health 
Service has given a central role to its hospitals 
and other health institutions. The strengths 
these institutions offer in all kinds of resources 
like manpower, equipment, facilities, funds 
and organization are not only essential for its 
internal, curative services but also are an 
important and necessary part of primary 
health care which takes place in the villages. 
These institutions can also contribute to pro- 
moting the idea of GMIM as a healing church 
and in explaining the implications of a healing 
ministry. 


Primary health care work does not stop inside 
the hospital, nor is the hospital as an institu- 
tion absent from the communities where pri- 
mary health care takes place. Just the oppo- 
site is the case the Minahasa. For example, in 
the tuberculosis control programme _ the 
accent has been on the training of TB Control 
Workers in villages covering a certain defined 
area or even in villages scattered all over the 
Minahasa. Discovery of cases through home 
visiting and taking of sputum samples from 
suspects is a part of these workers’ jobs. Here 
the hospital comes into the picture, as the 
sputum samples will be examined in one of 
the support hospitals. 


In positive cases, the patient is asked to report 
to the OPD (Out-patient Department) of the 


hospital for a physical check by a general prac- 
titioner. After this, medication and follow-up 
will mainly be done via the health worker in 
the village, and only in difficult cases or if com- 
plications occur will the doctor be called in. 
The programme as a whole is supervised by 
hospital staff rather than PHC-staff, and the 
Specialist for Internal Diseases in involved as 
a consultant for programme policy and special 
cases. 


Another example of the way the hospital is 
part of PHC is shown in the nutrition improve- 
ment programme. Here the hospital paediatri- 
cian plays his role. He takes an active part in 
programming and is invited to the villages to 
communicate directly with the community or 
to lead courses strengthening the knowledge 
and skills of health workers. Direct responsibil- 
ity for nutritional status surveys in several vil- 
lages helps the paediatrician to understand 
more deeply the background and causes of 
disease in his patients. He is able to give better 
advice to parents and relatives of the children 
he sees every day in the policlinic and the 
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paediatric ward. The hospital paediatrician is 
now actively promoting oral rehydration salts 
both for use at home and in the OPD; heis also 
working on the composition of the same salts 
for intravenous use for severe cases of dehyd- 
ration found in children admitted to the hospi- 
tal. 


On the other hand, the Primary Health Care 
Department and staff are not only working in 
the villages or outside the hospital, they are 
also given responsibilitiy within the hospital. 
They have long been carrying out health edu- 
cation in the out-patient department as well as 
in the wards. A recently added internal radio 
system in the hospital facilitates this work. 
Health education is now not only given by the 
PHC Department but by all other departments, 
including the specialist doctors. 


A specialist programme has been started 
recently to convey the understanding of pri- 
mary health care to the hospital personnel, so 
that all of them — from doctors to gardeners, 
from technicians to nurses — will be able to 
educate patients, their families and friends 
about health issues, both inside the hospital 
and outside its walis. 


The theoretical and operational strategies 
described above are put into practice in day- 
to-day health services delivered by GMIM in 
the Minahasa. For practical reasons we have 
made the following division of services, 
although actually these are integrated and 
inter-related: 


A. Hospital-related services 

B. Primary health care programmes 
C. Education 

D. Stimulation of the Healing Church 


A. HOSPITAL-RELATED SERVICES 


Hospitals play a key role in total health ser- 
vices delivery by the GMIM Church. The 
Bethesda Hospital plays a central part here: 
With 250 beds and full-time service in the four 
basic specializations (medicine, surgery, 
paediatrics and gynaecology and obstetrics) 
plus a dentist, it ranks as a C-type facility, 
according to the government system of classi- 
fication of hospitals. It operates as the top 
referral hospital for the GMIM health system in 
terms of referrals of patients, education of 
staff and in numerous other ways. 


As well as its referral tasks, the Bethesda Hos- 
pital also has direct coordinating responsibil- 
ity for the Central Minahasa area, for which the 
Siloam Sonder Hospital serves as a support 
unit. This means that all the work done in the - 


Central Minahasa area by the GMIM health @ 


service is the Hospital’s full responsibility. 
Such work ranges from hospital management 
to the various primary health care program- 
mes, from medical-curative services of some 
hospital departments to the extensive kader 
(village health worker) services. Other hospi- 
tals in the North and South Minahasa coordi- 
nate work there, with smaller support hospi- 
tals helping them. 


So the total GMIM health work is coordinated 
through three regional units and four smaller 
supportive units, all under the umbrella of the 
GMIM Health Service which sets the general 
policy guidelines and consults with and 
reports to the synod of the GMIM church of 
which it is one of the executive services. 


Main services related to the hospitals can be 
broadly divided into three categories: 
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e social services 


Of course this does not include the necessary 
support services for diagnosis and treatment 
such as laboratory, radiology, pharmacy, phys- 
iotherapy and speech therapy — or the admin- 
istrative services like kitchen, laundry, main- 
tenance, financial and secretarial organization 
— all of which are needed to make the three 
main services function well. 


Taking the Bethesda Tomohon Hospital as an 
example, here are the functions of these three 
categories. 


Medical/Nursing Services: A staff of medi- 
cal professionals and nurses takes care of the 
daily workload of out-patients and patients in 
the wards. A surgeon, a gynaecologist/obstet- 
rician, a paediatrician and an internal disease 
specialist diagnose and treat patients to the 
best of their ability in their respective wards 
within the limits of the equipment, facilities 
and instruments available. 


Other visiting specialists and a full-time den- 
tist mainly run the out-patient departments. In 
many respects, this situation is usual in other 
rural hospitals in the developing world. In at 
least three ways, however, the situation in the 
GMIM hospital is significantly different from 
normal hospitals. 


In the first place, all these dedicated staff mem- 
bers try to practise the concept of wholistic 


9 healing, in which the patient is seen as an indi- 


visible unity, a unique creature of God. There- 
fore medical and nursing staff must deal not 
only with the physical aspects of the disease 
but with the mental, social and spiritual parts 
as well. 


In the second place, as mentioned previously, 
key medical staff, including the specialists, all 
participate in the primary health care program- 
mes. The specialist for internal diseases is 
supervising the tuberculosis control prog- 
ramme; the gynaecologist plays a role in the 
family planning programme in the villages; 
and the paediatrician is involved in the nutri- 
tion programme and the under-fives activities 
of the volunteer health workers (whom we call 
kaders). Also the dentist is active in the school 
health programme and in village dental health 
promotion activities. 


In the third place, it is important to note that a 
Community Health Centre is fu'ly integrated 
into the hospital and serves as alow-cost entry 
point within reach of large segments of the 
population. Many referrals to the specialist 
services arise out of the general policlinic of 
the Community Health Centre, and many refer- 
rals in the opposite direction take place as 
well. The combination of both services at one 
location certainly accounts for its successful 
operation. At this Community Health Centre a 
general practitioner heads the general clinic; 
midwives run the mother-and-child health 
clinic, caring for pregnant women and under- 
fives; there is a family planning clinic and an 
extensive tuberculosis and leprosy control 
unit. A simple basic laboratory and a small 
pharmacy offer a WHO-list supply of drugs. 
Service is given at the standard rate of about 
US$.45 per visit. Outlying health units are 
served through its mobile clinic. This 
Bethesda Community Health Clinic trains the 
kaders and gives them continuing support. 


Pastoral Services: The understanding of the 
wholistic concept of health has also had an 
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impact on pastoral counselling in the hospital, 
especially on the services rendered by the 
medical-pastoral division. This is not to under- 
estimate the importance of pastoral counsel- 
ling given by the patients’ families, their rela- 
tives, the elders, deacons and pastors of the 
congregations that they are part of. The help 
of these people is really felt to be a most valu- 
able part of the healing ministry of the Chris- 
tian. 


However, the medical-pastoral division of the 
hospital has its own separate and important 
role to play. The counselling and prayer ser- 
vices offered to patients and families in need 
of them form an important part of the wholis- 
tic healing goal. A second part of the hospital 
is the service for medical/paramedical and 
non-medical hospital staff. As well as indi- 
vidual pastoral counselling when necessary, 
the staff participates in programmes aimed at 
helping them understand and practise the con- 
cept of wholistic healing in their roles as part 
of the large hospital family. Such a prog- 
ramme involving all of the hospital personnel 
was started in 1983. It has shown positive 
results in better cooperation among the vari- 
ous departments and increased attention for 
the individual patients. Because of these good 
results a continuation of the programme is 
planned. 


Like medical/nursing services, which are not 
confined to the hospital walls, the task of the 
medical-pastoral services reaches out into the 
community. It ranges from contact with spe- 
cific congregations concerning a patient in 
need of further pastoral counselling to a prog- 
ramme involving the whole Synod (church 


organization) for promoting the idea of the 
healing church in cooperation with the lay- 
training department of the Synod. 


Social Services: The social well-being of the 
patient presents another aspect of the wholis- 
tic philosophy of the whole programme. In 
cases which show the need, service is given to 
patients by the medical-social department of 
Bethesda Hospital. Socio-economic and 
socio-psychological problems often play an 
important role in the development of disease. 
These two types of problems are often encoun- 
tered in chronic or terminal patients facing 
major surgery; in unwanted pregnancies; or 
in patients with physical handicaps, for 
instance those with disabilities caused by acci- 
dents. To complement physical treatment and 
spiritual counselling, the medical-social 


department will try to help the social rehabili- — 
tation of the patient through social counsel- 
ling, consultation with the patient's family and 
relatives and by contacting various social 
rehabilitation institutions to promote the best 
possibilities for the patient to come to terms 
with his or her problem. 


The story of Piet Sumolang 


At the age of 18, Piet Sumolang fell out of a — 
coconut tree and was paralysed by the injury. — 
For the rest of his days he will have to use a 
wheelchair to find his way through life. He is — 
the seventh child of a family of eight; hisfather — 
is a driver in Manado, the capital city of the pro- — 
vince about 25 kilometres away. About twicea _ 
week he comes home. The mother often has to 
work in the fields to make ends meet. Piethad — 
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not finished secondary school because of the 
family’s low income and the little time that the 
parents could give to their children. 


After his accident, he stayed in the hospital for 
over four months, and after some time the 
medical-social department of the hospital was 
called in to arrange for the possibilities for 
home care and rehabilitation. Through coun- 
selling and community contacts it was finally 
possible to arrange for Piet to go to a govern- 
ment rehabilitation centre outside the Minah- 
asa. During the long wait for admission, he was 
visited regularly by the social worker, the public 
health nurse, the physiotherapist and the hos- 
pital pastor. All helped him as they could, with 
self-nursing, with spiritual counselling to him 
and his family, with therapy. Then, for a year he 
took training at government expense at the 
rehabilitation centre of Ujung Pandang in the 
south of the island of Sulawesi. He gradually 
regained his self-confidence through new skills 
learned in radio, tape and television repair. 
When he came home he opened up a small 
business on one of the main streets of Tomo- 
hon, and he was able to earn his own living. 
Recently Piet, who once believed he had no 
future, was asked to become a teacher/trainer 
at a course for other disabled outside the dis- 
trict of Tomohon. 


A major counselling task falls in the area of 
socio-economic problems which prevent the 
patient and his family from participating finan- 
cially in the process of restoring health. 
Together with the patient and his family, the 
social worker explores all possible ways of 
covering costs and makes suggestions for pos- 
sible solutions. Some 15% of the patients 
entering the hospital are granted reductions in 
fees in accordance with their ability to pay, 
some of them paying nothing. This reduction 
in fees depends upon the judgement of the 
medical-social department. In this way we try 
to reduce the barriers to use of the hospital ser- 
vices by low-income families. Social services, 
by their very nature, are rendered both inside 
and outside the hospital. 


B. PRIMARY HEALTH CARE 
PROGRAMMES 


The Central Role of the Kaders 


From its beginnings, the primary health care 
programme of Bethesda Hospital has focused 
attention on the central role to be played by the 
volunteer health workers or kaders. The hospi- 
tal has trained well over 600 kaders of various 
types during the past ten years. The most com- 


mon type of kader is the General Health Kader. 
Villages usually have from 10 to 20 of these 
health workers. They are trained when the hos- 
pital or its PHC staff is approached directly or 
indirectly by village leadership or church lead- 
ers who express the wish of the community to 
begin the programme. Starting with this 
expressed desire, a strategy of working from 
the bottom up is instituted. As a first step, a 
small three-day workshop will be conducted in 
the village by the PHC staff; village leaders are 
invited to this workshop. Already at this early 
stage, the district government and the Com- 
munity Health Centre doctor are asked to 
attend. The workshop focuses on the basics of 
PHC, on some of its structural implications 
and on the requirements of suitable kader 
candidates. 


If, after this three-day workshop, the village 
decides to enter the programme, it can start 
selecting its candidates. In consultation with 
the PHC staff, a schedule will be set up for a 
first fortnight-long introductory course. In this 
course a more detailed introduction to PHC 
basics will be given, social skills will be taught 
and an overview of possible PHC activities pre- 
sented. Skills in how to execute a village sur- 
vey to detect major health problems are 
taught as well as more detailed programmes 
for weighing/nutrition and sanitation. As 
Minahasan people really enjoy’ singing 
together, and since Dr. Lengkong who leads 
the PHC programme is a gifted songwriter and 
singer, a large number of health songs to 
popular indigenous melodies are taught tothe 
kaders for use in motivating people on many 
health issues. 


Prepared with these new skills, the kaders 
either conduct a survey (with the assistance of 
PHC staff) or enter into some activity decided 
upon at a meeting of the villagers themselves. 
After some time — ranging from a few months 
to well over a year — a second course may be 
conducted in the village for the same group of 
kaders. This second course may go into depth 
on some specific programme or may evaluate 
the results of a village survey on some prob- 
lem. 


This is the basic training schedule which is fol- 
lowed with some variation. The programme 
has trained around 400 general health kaders 
who now work in the 50 villages where they 
were recruited. Their usual work focuses on 
the nutrition/weighing programme and/or the 
sanitation programme, but depending on the 
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village, other related programmes like simple 
treatment or health insurance schemes and 
credit unions might also be promoted by the 
kaders. The flexibility built into the pro- 
gramme makes it very responsive to the needs 
felt or detected by the community itself, and 
therefore it generates maximum community 
participation. 


The PHC staff provides continuing follow-up 
which motivates the unpaid kaders and gives 
them technical advice and support. Kader- 
meetings, sports events between the kaders, 
meetings of kader coordinators (chosen from 
the senior kaders) and refresher courses all 
help to improve the status of the kaders in the 
village and result in dedicated performance of 
tasks. 


The kader coordinators are selected after the 
preliminary talks on PHC with village and 
church leadership. The people thus selected, 
one from each village involved, are trained 
thoroughly for a five-week period in an inten- 
sive course which follows the same basic out- 
line as the two-week course for the general 
health kaders; but this training gives time for 
deeper understanding and more explicit learn- 
ing by doing and practising. These kader coor- 
dinators are then expected to become the 
catalysts of the general health kader team: 
together with the village leadership they will 
recruit suitable candidates for the two-week 
training in the village. They usually constitute 
a strong motivating and stimulating force in 
health work in the villages. 


Key Programmes Kaders Work In 


Nutrition improvement and sanitation are the 
two key programmes which are assigned to 
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village kaders. This agrees with national pol- 
icy, which also stresses these two points. The 
nutrition improvement programme mainly 
focuses on the nutrition status of expecting 
and weaning mothers and children under five. 
The well-known weighing chart for under- 
fives, the “Road to Health”, is used by the kad- 
ers. They gather the children and their 
mothers in their villages once a month to 
check on children’s weights using a dacin type 
scale which is common in Indonesia. During 
these sessions, health problems of the under- 
fives are discussed, and examples of nu- 
tritious food and menus are prepared in cook- 
ing demonstrations. Local foodstuffs are used 
to compose these nutritious menus. 


In general, the use of vegetables and fruit is 
still lacking in the daily food intake in the — 
Minahasa. In addition, when families divide 
fish and meat, the men working in the fields 
get priority instead of the young children or 
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pregnant or weaning mothers. Certain food 
beliefs are still strong, explaining why foods 
otherwise healthy are not eaten in some cir- 
cumstances. For example, fish and meat are 
believed to cause worm infections in little chil- 
dren, so they are not given these sources of 
protein. 


Lack of knowledge rather than lack of availabil- 
ity of nutritious foodstuffs is probably the 
cause of the still high rates of moderate mal- 
nutrition which occur in many Minahasan vil- 
lages. It is therefore the role of the kaders to 
promote new ideas and to give knowledge of 
better diets using the foodstuffs available. Bet- 
ter nutrition is very important in strengthening 
health at village level. 


Another important field of action for kaders is 
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sanitation promotion and_ environmental 
health. In many places the kaders have been 
able to introduce successfully the construc- 
tion and use of the goose-neck type of latrines. 
This programme has been successful where 
there is nearby availability of water. This is not 
the case in many parts of the Minahasa. In 
these places the kaders, the village leadership 
and PHC Programme staff had to join forces to 
solve problems of water supply. 


Regular cleaning of the immediate environ- 
ment around village houses, housing 


improvement as such, the construction of 
wells for safe water, stabling of pigs and plant- 
ing of trees to hold ground water — all these 
are ways in which the kaders, working with the 
people of the community, promote a healthier 
village and reduce disease. 
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Bringing Fresh Water 
to a Village 


The Mama Biang Course 


The Protestant church building of Likupang has 
some special guest this Sunday — 23 traditional 
birth attendants who have come from various 
outlying villages. The congregation, from gran- 
nies to toddlers, all in their best clothes, are 
seated on small wooden benches. Worship at 
this service is not led by a pastor, but by Dr. Aba 
Lengkong, head of the primary health care 
programmes of Bethesda Hospital Tomohon. 
Until yesterday this same church building was 
the scene of the training course for traditional 
birth attendants. Here they learned safe deliv- 
ery methods, they prepared nutritious food for 
mothers and children, they learned how to 
examine pregnant women, they discussed 
breast feeding, they had a chance to do some 
role playing. The mama biangs sang together 
— religious, popular and health songs — they 
laughed together, and they even cried together. 
Some of these women are still illiterate, some 
of them have bad sight or difficulties in hear- 
ing, yet for more than a week they devoted 
themselves to learning and understanding 
“modern” ideas of midwifery adapted to vil- 
lage situations. 


Now these women follow the sermon of Dr. 
Lengkong, while their glances rest on the 
people of Likupang village, especially those 
who have been their host families during this 
training course. After the sermon is over, the 
women are invited to sing, and all the congre- 
gation joins in their chorus. Their “Mama 
Biang Song” composed by Dr. Lengkong (who 
has written around 30 health songs set to folk 
melodies) goes like this: 


TBAs what is your task ? 

You assist the pregnant women in 
A calm way. You take care of clean 
Hands and nails, and a house with 
Windows and a latrine. 


TBAs think of your duty. 

Don't cut the umbilical cord with 

A sharp piece of bamboo. Use clean 
Midwifery utensils, and teach the 
Mothers healthy nutrition. 


Let us build and work together 
And to our fellowmen in need we'll 
Give our love. That is your love of 
Your Lord. TBA think of your duty. 


Specialized Kaders 


Mama biang or traditional birth atten- 
dants: As in many parts of the developing 
world, the Minahasa has its traditional birth 
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attendants, who in this area are called mama 
biang, although there are also some male 
TBAs. Normally these TBAs will have been 
active in a village for many years, and the aim 
of training is simply to have them better pre- 
pared for the job they are already doing. Every- 
one in a village knows the TBAs and it is not 
difficult to make contact with them. Normally 
they will respond positively when offered the 
opportunity to follow a course to improve their 
knowledge and skill, and the completion of 
such a course increases the status they 
already have in the village. Like the general 
health kaders, they are not paid by the project, 
although they will usually receive some com- 
pensation, in cash or in kind, from the families 
who use their services. From time to time the 
trained mama biangs will be gathered to 
receive a refresher course, but usually the rela- 
tion of this group to the project staff is rather 
loose. 


Training of TBAs is receiving increasing atten- 
tion, especially in the northern and southern 
Minahasa regions. In some cases infant mor- 
tality rates and death of mothers in labour in 
those areas have been twice as high as in cen- 
tral Minahasa. More than 100 mama biangs 
have recently been trained to serve these vil- 
lages to try to improve maternal and child 
health. 


Tuberculosis control kader: These kaders 
are normally recruited by the programme staff 
in an endeavour to cover a specific pro- 
gramme region, usually a _ sub-district 
(kecamatan) for detection and control of TB. 
Their background will be diverse but priority is 
given to those with more formal nursing edu- 
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cation or to the experienced general health 
kaders. Normally only one per village is 
recruited, except in the largest villages. They 
will receive several days’ training in the basics 
of tuberculosis as a disease, the way the pro- 
gramme works and the role they are expected 
to play. 


Their job involves screening the village from 
house to house, taking sputum samples from 
villagers suspected of TB. Samples for exam- 
ination are taken to one of the supporting hos- 
pital laboratories. In positive cases, these kad- 
ers obtain necessary medicines from the pro- 
gramme and supply them to the patients; they 
monitor the progress of the patient and pro- 
mote improved nutrition and general environ- 
mental changes in support of health, as well as 
encouraging acceptance and support of the 
patient by fellow villagers. During a defined 
period of time they will receive a monetary 
reward, ranging from US$4 to $9 per month 
according to the intensity of their active work 
in finding cases. Normal travel costs will be 
funded by the programme. After the sub- 
district programme ends, the reward will no 
longer be paid. In some cases the work then 
continues in a more voluntary way and with- 
out formal relationship between the tuber- 
culosis control kader and programme leader- 
ship. 


Credit Union Kader: A training course was 
held on setting up credit unions, and those vil- 
lages interested sent representatives who 
became “credit union kaders”. These were 
mainly people involved in the formal village, 
government or church organization. As the 
credit union is a legal body formed and gov- 
erned by its own members, the role of the PHC 
staff in relation to these kaders is more consul- 
tative, trying to stimulate innovation and good 
management. The kaders are not paid by the 
programme, but they might receive a reward 
for the job they perform in the credit union 
structure. 


Kaders in Special Programmes 


For various reasons the primary health care 
involvement of Bethesda Hospital has also 
resulted in two mainly special programmes. In 
1976 a village-based approach to promote 
family planning was started in cooperation 
with a private health service. Now over 90 vil- 
lages are served by some 100 family planning 


promoters. These workers have a paramedical 
background. They are well trained during a 
week’s course in family planning and mother 
and child care, including attendir.g an actual 
birth. They are then stationed in their villages, 
and receive careful follow-up through bi- 
monthly meetings. They receive a monthly 
incentive through the programme (less than 
US$3). Their tasks are to promote family plan- 
ning; accompany acceptors to the clinic for 
a first check-up; keep and distribute pills and 
condoms and injectables; keep records and 
report on their activities. Some of them also 
assist at childbirth. 


The percentage of family planning acceptors 
has steadily grown from about 30% in 1973 to 
the high of 78% in 1984. The crude birthrate 
(total yearly births divided by total population) 
has dropped from 30% to 13% over the same 
number of years, resulting in a decline of natu- 
ral increase from 22% to 7.7%. The quality of 
training and the tasks carried out have made 
a successful programme. 


As the family planning programme. had 
reached such a high level of acceptance, the 
family planning kaders found they had time to 
become involved in other primary health care 
activities. Over 60 of them therefore also 
became involved in the tuberculosis control 
programme. Their tasks are described in the 
description of the tuberculosis control kaders. 
This programme of expansion of the tasks of 
the family planning kaders has already 
detected well over 250 active cases of TB and 
has treated the patients in their own villages. 


The special tuberculosis control programme 
already described which used more special- 
ized kaders was found necessary for specific 
districts where there was no team of PHC work- 
ers already available. The fee they earned for 
the set period of one year was judged necess- 
ary for the finding and treating of active 
cases. In the some 70 villages served by this 
programme, over 600 cases of active TB were 
found and treated (using the 6-month courses 
of Rifampicine, INH and Ethambutol). Patients 
were asked to participate in the cost of the 
medicines in accordance with their ability to 


pay. 


The programmes like family planning work 
and tuberculosis control normally require 
money incentives at the start because of the 
heavy and active involvement of the kaders in 
tasks which take a certain amount of time. 
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When such programmes finish the active case- 
finding or acceptance phases and enter the 
maintenance-level type of work, the money 
reward for the kaders may be dropped or inde- 
pendent sources may grant funds to ensure 
continued kader involvement. 


Other Aspects of the Kader programme 


As can be seen from the descriptions of the dif- 
ferent kinds of kaders, their backgrounds are 
as diverse as their work might be. The pro- 
gramme does not involve something like a 
“career path” with steps from lower ranking 
kader-status to higher. This upgrading does 
occur, however, as some general health kaders 
may prove to be good candidates to work in 
the tuberculosis control programme; family 
planning kaders, too, may decide to follow the 
mama biang course for midwives, as many of 
them will also have been involved in helping 
at births. The fact that the programme 
includes several types of kaders does not 
create any problems, as the type of work 
expected from them, the way they work, their 
backgrounds and training are all quite differ- 
ent. Until the present, no real overlap of work 
has occurred and so no friction has arisen 
about sharing of tasks. 


We have seen two converging developments 
in our kader programme. The general health 
kaders are asking for more specific knowledge 
to improve their skills in certain ways which 
also raises their status in the village as they 
become more valuable to the people and more 
well-known for what they can do. Secondly, 
kaders trained for specific service, like family 
planning kaders, are requesting additional 
knowledge and skills in order to become more 
like the general health kaders. These two 
developments obviously tend toward the 
same end, although the difference in the 
beginning educational level of the kaders is a 
problem that is more difficult to overcome. As 
we have seen this trend evolve, it has 
strengthened our belief that it is most nece- 
ssary to hold to a flexible approach. Flexibility 
and constant adaptation in the kader pro- 
gramme seem to help meet the work load and 
the needs of the people in the villages; by stay- 
ing flexible, we hope to avoid programmes 
which will become counterproductive in the 
long run. Supervision of the kaders is mainly 
the task of the village structure or the church 
structure where they work. The PHC pro- 
gramme staff serves only to monitor progress, 
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detect additional needs for training, motivate 
kaders in their work and increase their dedica- 
tion. Since the start of the village health 
worker scheme in the early 1970's, well over 
600 kaders have been trained. Those active are 
now serving in more than a quarter of all the 
villages in the area; some 200,000 people are 
helped by various community-based program- 


mes. 


The Story of Paulus 


Paulus is a man of about 50 years old. He is 
rather short, and he is not a man of many 
words. He lives in Maliambao, a rather isolated 
coastal village in the north of Minahasa. The 
inhabitants of the village, far from any health 
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Paulus, the Quiet Kader 


facility, suffer from many diseases, and their 
poor health is evident in the way they look — | 
many children show signs of malnutrition, and 
malaria and other infectious diseases take a 
high toll. 


This short, silent man is moved by the suffering 
of his people; he thinks of them as his people 
because he is chairman of the congregation. 
Since there is no pastor in the small village 
church, it is Paulus himself who preaches at ser- 
vices. A few years ago, the village entered the 
PHC programme and Paulus was one of those 
elected by the community and the congrega- 
tion to be a kader. The first programme insti- 
tuted in the village was regular weighing of 
under-fives, and this growth monitoring has 
helped the health of young children. . 


After some time, Paulus began to pay attention 
to his fellow villagers whom, because of his 
kader training, he suspected might have tuber- 
culosis. On his own initiative he started to col- 
lect sputum samples from those he was con- 
cerned about. One day he showed up at one of 
the supporting hospitals and asked them to 
test his samples. Eight of the 17 samples he 
brought in were positive for TB. These villagers 
were able to join a TB-control programme in 
another village; medicine was arranged for 
them and they paid what they could from their 
meager incomes. Those villagers Paulus 
helped to cure of TB are the first ones to take 
an active part in other health promotion 
activities in the community. Paulus is a small, 
silent man, but he has a great spirit of service. 


Support Programmes 


As well as the two basic programme activities 
described above, several other support pro- 
grammes are part of the overall picture of pri- 
mary health care supported by Bethesda Hos- 
pital. 


The School Health programme, together 
with the Catholic and Government Health Ser- 
vices, is active in some 30 primary schools. 
Teachers are trained to act as kaders in their 
schools for simple treatment and regular 
screening for examinations of eyes, ears or 
teeth by specialists of the hospitals. Immuniza- 
tion of first- and sixth-grade pupils is an ongo- 
ing programme. Over the past two years the 
programme was also extended to include an 
Indonesian-adapted version of the «Child-to- 
child” programme. This joint programme 
trained over 100 teachers and more than 100 
children. 


Immunization in the region has mostly been 
taken care of by the government health ser- 
vice, with the possible exception of immuniza- 
tion via the school health programme or dur- 
ing mobile clinics. The mobile clinic has only 
relative importance for curative services, but it 
also helps trained kaders through consultation 
or refresher courses. 


Credit unions are another supportive ac- 
tivity. The Bethesda Hospital personnel 
organized a credit union as an example; later, 
with the help of kader courses and staff assist- 
ance, the programme was adopted by three 
villages as a way of supporting general 
development and also health activities. Man- 


agement of these credit unions is still a weak 
point. Many villages had disappointing experi- 
ences with credit unions in previous years 
when they were stimulated by other organiza- 
tions, and now they are reluctant to undertake 
a similar programme. 


Health insurance schemes, which are avail- 
able in several different forms, according to 
the set-up chosen by the village/congregation 
itself, are more directly related to the health 
programme. They are used to back up a village 
health clinic, to pay for visits at the local Com- 
munity Health Centre and to participate in the 
paying of hospital bills. Local congregations 
are stimulated to assist each other mutually in 
a concrete way by sharing the costs of church 
members who might fall sick. A link-up with a 
small drug store run by a trained health kader, 
is also used in some villages. Here health 
insurance not only covers the cost of 
medicines but assures a small reward for the 
health worker as well. 


Although some survey work has recently been 
done on the use of herbal medicines which 
may be used in the villages, these traditional 
remedies have not found their proper place in 
the health care system. One of the reasons for 
this may be that the region has been well- 
known for its acceptance of modern ideas 
from the outside, and thus in the process of 
modernization the ideas of herbal medicine 
were nearly ignored. In asking about herbal 
medicines, health workers also discovered a 
broad lack of knowledge about proper use of 
modern medicines available through the vil- 
lage stores or warongs; kaders are now pre- 
paring for the important task of speading re- 
liable information about essential drugs. 


C. EDUCATION 


In enabling all of these health activities, the 
Bethesda Hospital is also involved in several 
educational activities. Apart from non-formal 
education such as the kader training courses, 
and practical education such as the kaders 
obtain as they practise their skills in pro- 
gramme activities, there is also a programme 
of formal education for Health Nurses follow- 
ing the government curriculum. 


The three-year programme consists of three 
categories of study: theoretical instruction in 
all relevant fields of health care, including 
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PHC; supervised practical work in the hospital 
and Community Health Centre; and field work. 
For field work, nursing students go into the vil- 
lages in groups and try to practice PHC with a 
limited number of families there. First they 
make a survey of the health conditions in the 
village. From the second year on, they make 
suggestions for improvement and work on 
practical solutions with the villagers. For 
example, they try to convince mothers to 
accept family planning, they help to build a la- 
trine, or they supervise nutrition of mal- 
nourished children. Some 200 students are 
now following this course. Graduates are 
hired by the government, the GMIM health 
programmes and neighbouring churches. The 
education department also has an important 
task in coordinating in-service training and 
orientation of health personnel in Bethesda 
Hospital or in Java-based institutions; it also 
coordinates training of staff from neighbour- 
ing churches’ health programmes who are 
trained at Bethesda or in PHC programmes. 


D. BUILDING OF THE HEALING CHURCH 


We described in our background paragraphs 
how the healing task of the church in the 
Minahasa had been gradually given to health 
professionals. New views of the healing 
church have led us to believe that the church 
should be involved in people's health. This has 
been especially felt by the health profession- 
als themselves in the Bethesda programme. 
We have become aware of the incompleteness 
of working in isolation or of trying to represent 
the whole church in our work. 


Therefore, we have worked to build up a strong 
interaction with the church leadership. Where 
many health programmes of the Indonesian 
churches adopted a foundation as their legal 
working base, the GMIM Health Service opted 
for direct government by the Synod and its 
board, thus making close interaction and seri- 
ous discussion necessary. Apart from this 
structural aspect, many of the key hospital 
staff and personnel are active as elders, 
deacons, or as members of the Synod board. 
In this way the close relationship of church and 
health work is possible, and it is easy to look 
at health from another perspective than the 
strictly professional. 


In 1984 the GMIM church celebrated its 50th 
anniversary under its own government. Part of 
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the celebration was a service programme for 
five rather isolated and economically low-level 
villages which was sponsored with coopera- 
tion of the Church Department of Evangelism 
and the GMIM Health Service. At an evening 
service several doctors preached about the 
healing Christ and the Church's calling today. 
The next day a village clinic was held, ex- 
pressing the idea that word and deed are 
unidivided in Christ. 


GMIM Health Service _ 
Cover of the Booklet, 
“The Healing Church” 


The Bethesda Hospital staff has also often 
undertaken initiatives to express understand- 
ings about the “healing church” and wholistic 
healing to local congregations. For example, 
the Synod announced that during the period 
1982-86 special attention should be paid to the 
understanding and improvement of Congre- 
gational Diakonia (involvement in service). So 
the hospital staff together with the Church Lay 
Training Department and the Theological Fac- 
ulty designed material for discussion in a 
booklet titled “ The Healing Church”. Over 500 
people, ranging from Synod members and 
hospital staff to pastors and health profession- 
als gathered in five meetings to discuss this 


theme and to prepare themselves to com- 
municate this message to all 560 congrega- 
tions of the GMIM church. Another booklet 
issued was filled with more practical material: 
sermons, Bible studies for small groups and 
ideas for practical follow-up. Suggestions for 
practical work included health insurance 
schemes, latrine building or weighing pro- 
grammes, although only a small number of 
congregations actually took up such work on 
their own. As a result of this programme the 
long-established Diakonia fund was rethought 
and revived. A number of congregations 
began to see that members in the hospital in 
acute need of funds could be aided financially, 
another aspect of wholistic healing. 


The health staff and GMIM congregations 
interact in other ways, too. A one-day meeting 
has been held at the hospital with representa- 
tives of congregations to introduce them to 
the idea of the healing church. Health courses 
also include worship led by the PHC staff or 
nurses or midwives. Congregations also often 
ask members of the medical staff of Bethesda 
Hospital to come and preach about wholistic 
healing and the role the congregation plays in 
this idea. 


Congregations and individual church mem- 
bers are on the way to becoming part of a heal- 
ing community. Some congregations work out 
a kind of revolving fund used for paying costs 
of health service with funds raised through 
individual memberships, sometimes calcu- 
lated on a sliding scale depending on a fam- 
ily’Ss economic level; others take up a collec- 
tion for a health fund. 


Other congregations have been inspired to 
work for healthy surroundings by cleaning up 
yards and canals. Still others are planting veg- 
etables and fruit for more healthy diets, or 


growing local herbs in their gardens as a low- 
cost source of medicines. Men's clubs have 
begun to plant trees to stop erosion and to 
save the communities’ agricultural land. 


Sometimes the hospital asks congregations to 
contribute to both the financial and spiritual 
needs of patients who have limited means of 
support. Some congregations resent such a 
request, but others have responded by offer- 


ing even more than the hospital has 
suggested. 
OTHER ASPECTS OF THE 


WHOLISTIC PROGRAMME 
Cooperation with the Government 


In general, a good working relationship is 
maintained with the government health ser- 
vices. These relationships are certainly helped 
by GMIM's long history of health work and 
also by the fact that many of the staff of the 
Government Health Service are GMIM mem- 
bers. Those obstacles to cooperation that have 
been experienced have mainly occurred at the 
district level. Once the Community Health 
Centres were established by the government 
at the district level, the smaller, curative- 
oriented GMIM units like policlinics gradually 
lost their role and had to be closed. In some 
cases the work of GMIM-trained village health 
kaders was denied by the doctor in charge of 
the Government Community Health Centre, or 
different views held by government doctors 
created inconsistencies in the roles the kaders 
could play. 


However, the higher one looks in the Govern- 
ment Health Service, the more positive is the 
reaction to cooperation with GMIM. Recently 
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A Doctor Preaching at a GMIM Church 
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we have come to a more or less satisfactory 
division of responsibility for kader-training 
and follow-up. Some 50 villages are the first 
responsibility of the GMIM programmes. 
Some very interesting areas of closer com- 
bined responsibility are also opening up 
through our joint guidance of a remote 


Government Health Centre on the northern | 


coast and also in the tuberculosis control pro- 
gramme. At the national level, participation of 
non-governmental organizations is now more 
and more emphasized, and this leads to more 
cooperation with GMIM. 


Regional Cooperation 


As Bethesda Hospital has become more and 
more known for its experience in Christian 
health work and PHC, other churches and 
Christian organizations have asked for help 
and advice. In 1983 the Indonesia Christian 
Association of Health Services (ICAHS) was 
founded. Bethesda GMIM_ Hospital was 
elected to coordinate work in an area covering 
the Moluccas, Sulawesi Island and East 
Kalimantan. This regional cooperation encom- 
passes education and scholarships, the Nurs- 
ing School, on-the-job training of doctors to 
lead other churches’ health programmes, con- 
sultancy in health planning, in-service training 
for laboratory workers and other technicians 
and personnel assistance in certain program- 
mes. Regional consultations are held, and we 
have also given a five-week training course on 
PHC — all helping to strengthen Christian 
health service involvement. 


POSITIVE ASPECTS OF THE PROGRAMME 


In evaluating the total health work going on in 
the Minahasa under GMIM responsibility, we 
find many positive aspects: 


Role played by the hospitals and their 
staffs. The great advantage of the approach 
chosen by the programme is that it promotes 
not only curative activities inside the hospital, 
but also offers preventive, promotive and 
rehabilitative activities — all based on a wholis- 
tic ideal. In this way scarce resources can be 
used in the most efficient and effective way to 
promote health in its broadest sense. 


This approach works because the staff is con- 
stantly inspired, through worship, regular 
exchange of information, and discussions 
based on high awareness of being part of a 
Christian healing fellowship. 
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Positive Responses to Wholistic Health. 
Because of the programme's emphasis on 
spreading the understanding of the concept of 
the Healing Church and the need of all congre- 
gations for a wholistic approach, people have 
a better understanding of the Church’s task of 
healing. The idea of a healing role is no longer 
confined to health professionals, and we have 
seen several fine examples of positive 
responses of individual church members or 
congregations to health challenges. 


Advances in family planning and tuber- 
culosis control. The innovative approach to 
problems of family planning and tuberculosis 
control has produced effective programmes, 
which have also attracted attention from the 
Government Health Service. Not only num- 
bers recorded, but also outside evaluation 
point to the quality of these programmes. 
Many people in the health field have been sur- 
prised to see that kaders originally trained for 
one health task can gradually become effec- 
tive in other programmes. 


Growing participation. Participation of vil- 
lage communities in their own programmes 
has been a major concern from the beginning 


of Bethesda’s involvement in PHC. If, inthe first 


years, the initiative and workload were mainly 
on the side of the Bethesda-PHC staff, the pic- 
ture has gradually changed. Not only have vil- 
lages and kaders taken over programmes, but 
also other villages and congregations have 
taken the initiative to join programmes or start 
activities apart from Bethesda’s involvement. 
Gradually the task of the PHC staff is being 
reduced to supporting in technical terms the 
initiatives of the communities themselves. 


Growing support for health work of 
neighbouring churches. Through gradual 
growth of experience and resources, Bethesda 
Hospital has become a regional training and 
support centre for neighbouring churches. 
The importance of exchange of views, adjust- 
ment to other conditions, exchange of man- 
power are counted as positive factors, not only 
for health work in general, but for ecumenical 
relationships as well. Sharing of resources is 
good practice of ecumenical relations. 


FACTORS OF CONCERN 


Alongside these positive factors, of course 
there are negative aspects involved in the 
programme - or to be more positive, we have 
some factors of concern. 


Government policy. Although at the 
national level more and more statements 
appear on the participation of the community 
and non-governmental organizations, these 
statements have not yet been translated into 
quidelines for the actual role and place of the 
NGOs. Therefore, much leeway is given for dif- 
fering views of government health workers at 
the lower levels which leads to conflicts. More 
clear directives could help to solve these prob- 
lems. 


Possible Integration Into Government 
Health Service 


The lack of clear guidelines mentioned above 
extends also to broader problems of coopera- 
tion. So far, cooperation of GMIM Health Ser- 
vice and the government has been mainly 
one-sided. GMIM programmes may consult 
with or report to the district health authorities, 
but invitations for GMIM doctors to participate 
in district activities like training of kaders or 
suggestions of sharing of functional responsi- 
bility have been very few. Recognition of the 
part that NGOs can play in an integrated health 
service system is still far from a reality. 


Questions of Continuity. In almost all pri- 
mary health work, a central role is played by 
kaders who are trained by the programme and 
afterwards receive follow-up training and 
evaluation. In the case of general health kad- 
ers, this process of regular guiding and sup- 
porting leads to a workload which causes 
pressure and limits the time the PHC pro- 
gramme staff can offer to other communities 
that want to enter the programme. We have 
been questioning the efficiency of our work, 
but a solution has yet to be found. 


Questions of Financing. |t has been our 
experience that funds coming directly from 
the community to participate in their PHC 
programmes are very restricted, although 
they may increase from beginning levels. In 
our experience it has been shown that ability 
of communities to pay for health is surely a 
restricting factor. However, we also find that 
the willingness of the community to pay is an 
often neglected variable of financing. The cru- 
cial motivating force seems to be the felt need 
and the visible results: the greater the felt 
need, the greater the willingness to pay. Credit 
type financing for latrine construction 
together with motivation and technical assist- 
ance will be successful, but for long-term dis- 


ease prevention itis very difficult to raise much 
community financing. Child weighing, too, 
often does not run smoothly because mothers 
see no immediate benefit. Creaits for weigh- 
ing scales for such programmes almost never 
are paid back. On the other hand, a pro- 
gramme to construct a WC/bathroom, a well 
and better stone houses in the village of 
Tawaang succeeded in raising considerable 
amounts of money and other resources. The 
motivation through direct benefit was obvi- 
ous. 


We have also proved that hospitals can free up 
some of their budget to be allocated to exten- 
sive and intensive PHC programmes. Both 
with community and_ hospital financial 
resources there are obviously limitations. 
Until the present, the decisive factor in con- 
tinuation of a widespread PHC programme 
has been the readiness of ecumenical partners 
to participate. 


Strategies for financing the general work as 
outlined here will therefore have to consider 
the total funding needs and combine ll 
resources available. In the long run, the GMIM 
Health Service aims to replace foreign 
resources with national resources and to 
increase community financing to the 
maximum. Both these financing strategies are 
slow and lengthy processes, especially where 
workload is on the increase and involvement 
of personnel is total. 


Intersectoral Approach. Health can be seen 
as a basic need in itself, but in a wider view, it 
cannot be separated from the general develop- 
ment of a community. Likewise, many other 
factors in community development play a part 
in people's health. Until the present, we have 
mainly been working with the health sector as 
such, and the development of such com- 
munity projects as agriculture, irrigation, cat- 
tle-raising (except for a few credit unions) has 
been left to other sponsors. In the absence of 
church involvement, it is mainly the govern- 
ment which is active in these fields. Such sep- 
aration of the health sector from _ other 
development leads to problems, as health 
depends on the total community picture. 


Practical Implications of the Healing 
Church. After sponsoring a broad pro- 
gramme of awareness on the topic of the heal- 
ing church, the GMIM Health Service must 
now show how to integrate these understand- 
ings with action. The role of individual congre- 


gations and church members in this process is 
still not quite certain. Congregations are now 
ready to take action, but the technical skills to 
act are lacking. The increasing demand for 
knowledge and skills is more than the PHC 
programme staff has time to provide. Some 
congregations are directed to the local-health 
government centres to ask for training in tech- 
nical skills, but the local centres and the gov- 
ernment are not really equipped to handle this 
demand either. Thus, the expectations which 
have been raised by our programmes cannot 
always be immediately met, and this may lead 
to frustration in some cases. 


The question of whether it should be the 
church structure or the village structure to 
benefit from GMIM programmes has also aris- 
en, and this is not yet completely answered. 
The ways of promoting a true healing church 
at a congregational level will be a concern for 
many years to come. 


LOOKING TO THE FUTURE 


It is difficult to predict the future, especially as 
so many factors which are important in our 
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health work are out of GMIM control. Still, 
judging from the trends of present govern- 
ment policy, it appears that increased partici- 
pation will be entrusted to communities and to 
non-governmental health services. It may take 
time to translate political will into practical 
guidelines for programmes like ours, but we 
except that they will gradually be worked out. 


It seems that the central role played by hospi- 
tals like ours, which might be called hospitals 
of first reference, will probably be 
strengthened in years to come as government 
and other agencies recognize their impor- 
tance. Some aspects of this increase in service 
will also probably be shared with other church 
health organizations. 


A third path of the future which is judged to be 
of key importance is the evolution of the prac- 
tical implications of a healing church and 
acceptance of the ideas of wholistic healing. 
We foresee continued and expanded study of 
these ideas which are the basis for all our 
work. 


